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19 t one time, we thought that posttraumatic stress disorder [PTSD] was
quite a rare problem and therefore not of much interest to the general
medical practitioner. But the current figures show that it is much more

common than we once thought,” said Brian Doyle, MD, CM, who is Clinical
Professor of Psychiatry and Family and Community Medicine at Georgetown
Medical School in Washington, DC, at the opening of a recent Medical Crossfire
on PTSD in primary care. “The current estimates are that 40% to 90% of per-
sons in the general population will be exposed to at least one trauma during the
course of their lives, and up to 25% of those will develop PTSD,” he noted.'
Despite the frequency of trauma and PTSD, this disorder is still generally under-
diagnosed for reasons that include high rates of comorbidity, patient denial or
minimization, excessively high diagnostic thresholds on the part of clinicians,
and, perhaps most important, failure to take trauma histories. Thus, Dr. Doyle
emphasized that it is very important for primary-care physicians to ask about
traumas, to understand PTSD, and to be able to diagnose it effectively.

Epidemiology of PTSD tions, however, the prevalence is much
PTSD, A Common Disorder higher. In one report,.11:8% of a pnmaljy—
care population met criteria for full or partial
“Early epidemiological studies reported very PTSD.* Affected patients had high rates of
low rates of PTSD [1% in the Epidemiologic comorbid major depression (61%), general-
Catchment Area Survey],’ but more recent ized anxiety disorder (39%), and substance
studies with more modern methodologies
have found considerably higher rates. It’s not
that we’re having an epidemic, it’s that we’ve
become better at assessing it,” explained
Randall Marshall, MD, who is Assistant Pro-
fessor of Clinical Psychiatry in the Depart-
ment of Psychiatry at Columbia University
in New York, New York. He noted that, “the
key improvement, in terms of detecting it,
was asking specifically about trauma, and

use (22%). PTSD patients reported more
functional impairment than did patients
without mental disorders and had high rates
of recent health care utilization. Left un-
treated, PTSD is frequently a chronic, debili-
tating illness, with one-third of people who
have an index episode of PTSD failing to re-
cover even over many years.>*

that is probably the best approach for pri- Risk Factors for PTSD

mary-care physicians as well.” Traumatic events are clearly very common,
PTSD is estimated to affect 2% to 5% of but not everyone who experiences a traumatic

the general population* and to have a lifetime event develops PTSD. What risk factors, then,

prevalence of 7.8%.* In primary-care popula- may predispose individuals to PTSD?
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“From a primary-care perspective, it is
important to know that the rates vary consid-
erably from one trauma to another, although
we have a mean of about 25%,” observed Dr.
Marshall. “For car accidents, the rate can be
around a 10% risk, and for rape upwards of
50%.”" In fact, one study of 51 rape victims
found that 70% had PTSD.¢

Risk is highest among victims of sexual
assault, persons who participated in war or
combat, and individuals who experienced the
sudden and unexpected death of a loved
one,"* posited Terence M. Keane, PhD, who
is Professor of Psychology and Psychiatry
at Boston University School of Medicine,
and Director of the National Center for
Posttraumatic Stress Disorder at Veterans
Administration Medical Center in Boston,
Massachusetts. “Approximately 30% of peo-
ple who are sexually assaulted go on to de-
velop PTSD at some point in their lives, and
that is probably a low estimate, frankly,”
stated Dr. Keane.” “In terms of combat or war
the rates are somewhere between 30% and
40%." If you think about war as an interna-
tional issue, there are millions and millions of
people today still exposed to wars. While the
United States is generally a country at peace,
many countries in Africa are certainly war-
torn at the moment, and there are other
places in the world that are at high risk for
combat, war, and mass violence.”

The risk of PTSD increases with greater
frequency of trauma, occurrence of trauma
during childhood, and perception of threat of
death or injury during the trauma, added
Edna B. Foa, PhD, who is Director of the
Center for the Treatment and Study of
Anxiety and Professor of Clinical Psychology
in  Psychiatry at the University of
Pennsylvania in Philadelphia. She noted that
a number of individual characteristics further
increase risk, including history of psychiatric
disorder predating the traumatic event, psy-
chiatric hospitalization, a negative coping
style, and persistent feelings of guilt or rage

after the trauma.' Being female is also a risk
factor.' “Women are twice as likely as men to
get PTSD given the same type of trauma—
with one exception, and that is rape,” ex-
plained Dr. Foa. “Men who have been raped
are slightly more likely to have PTSD than
are women, 12

“The individual risk factors may give you
a two- to fourfold increase in risk, but none
of these together let you predict with cer-
tainty who is going to get PTSD,” cautioned
Dr. Marshall. Furthermore, he noted that the
severity of a trauma is likely to be more im-
portant than the personal risk factors, such
that someone with a severe trauma and no
other risk factors can still develop PTSD.

Diagnosis of PTSD

Dr. Marshall described PTSD as “a valid and
reliably diagnosable entity,” noting that al-
though it was not officially recognized until
1980, “there is literature going back more
than a century that portrays a kind of con-
sensual description of the typical posttrau-
matic syndrome that one sees after trauma.”
According to Dr. Marshall, diagnosing PTSD
“really comes down to a careful clinical as-
sessment.” He recommends using the diag-
nostic criteria from the fourth edition of the
Diagnostic and Statistical Manual of Mental
Disorders (DSM-IV; Table 1)," which he says
“has been shown to be an effective way of
capturing at least the majority of people who
have clinically important symptoms.”

The DSM-IV criteria for PTSD require
that the person repeatedly reexperience the
traumatic event. “This can be in the form of
thoughts or images or recurring distressing
dreams,” explained Dr. Marshall. “It could
just be a thought that is quite upsetting or it
could be a kind of dissociative experience in
which the trama is being relived momentar-
ily,” he continued.

Another, probably even more important,
criteria in terms of differentiating a clinical
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syndrome from a normal reaction to a severe
trauma is that the person must also exhibit
avoidance. “You could boil down avoidance
to three components,” elaborated Dr.
Marshall, “One would be an internal avoid-
ance, meaning an attempt to push aside
thoughts or feelings related to the trauma. The
second could be an external avoidance, mean-
ing a change in behavior to avoid being re-
minded of the trauma. And the third is a kind
of emotional numbing in which there is a
withdrawal from engagement in the world as
well as a sort of muting of emotional response
in general—not just to traumatic reminders.”

Dr. Marshall noted that there is also a
biological component to PTSD that includes
increased autonomic arousal manifested by
insomnia, irritability, outbursts of anger, diffi-
culty concentrating, and exaggerated startled
response. In addition, many persons with
PTSD have “a general heightening of vigi-
lance, a sense of caution that there may be
trouble right around the corner,” he added.

Primary-care physicians should also be
aware that patients who have experienced
trauma but do not meet the full criteria for
PTSD may nonetheless have a considerable
amount of disability. Dr. Marshall said that
this is supported by recent data he has accu-
mulated from a study of 9,000 individuals
across the United States who were asked
about symptoms of PTSD, as well as previ-
ous studies on the subject.™

Dr. Foa strongly agreed, noting, “The
fact that some people do not meet the crite-
ria for PTSD but are at the same time dis-
abled or dysfunctional brings to the forefront
the issue that our diagnostic criteria are a
kind of a la carte menu where you have to
have one of these, three of these, and two of
this other group. As a research tool, it is very
convenient because it allows us to all speak
the same language. However, clinically, if
you see a patient who has all five reexperi-
encing symptoms and all of the arousal
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TABLE 1. Checklist of DSM-IV
Diagnostic Criteria for PTSD

Q Patient has been exposed to traumatic
event that meets both of the following:
Q Actual or threatened death or serious
ir}jury, or threat to physical integrity
of self or others
Q Feelings of fear, helplessness, or horror

Q The patient meets at least one of the follow-
ing criteria for reexperiencing the trauma:
Q Recurrent and distressing recollections

or dreams of the event

Q Acting or feeling as if the event were
recurring (sense of reliving, illusions,
hallucinations, dissociative flashbacks)

Q Intense psychological distress or physio-
logical reactivity at exposure to internal
or external cues that symbolize or
resemble an aspect of the event

Q The patient has at least three of the follow-
ing symptoms of persistent avoidance:

" Q Efforts to avoid thoughts, feelings, or
conversations associated with the trauma

0 Efforts to avoid activities, places, or people
that arouse recollections of the trauma

G Inability to recall an important aspect
of the trauma

Q Markedly diminished interest or
participation in significant activities

0 Feeling of detachment or estrangement
from others

O Restricted range of affect
(e.g., unable to love)

Q Sense of a foreshortened future (e.g.,
does not expect to have career, mar-
riage, children, or normal life span)

Q The patient has at least two of the follow-
ing persistent symptoms of increased
arousal (not present before the trauma):

0 Difficulty falling or staying asleep
Q Irritability or outbursts of anger
Q Difficulty concentrating

Q Hypervigilance

O Exaggerated startled response

Q Duration of the disturbance is more
than one month

Q Disturbance causes clinically significant dis-
tress or impairment in social, occupational,
or other important areas of functioning
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symptoms but only two of the avoidance
symptoms, saying that person does not meet
criteria for PTSD is very arbitrary.” Rather,
she encouraged clinicians to consider the
severity of the patient’s symptoms in deciding
whether the person is suffering from PTSD.

Taking this idea a step further, Dr. Keane
contended, “It is also important to acknowl-
edge that after traumatic events, a portion of
people develop other kinds of disorders or
conditions such as depression, phobia, or dis-
sociative disorder.” Dr. Doyle also added al-
cohol and drug abuse to this list. Thus, Dr.
Keane noted that the way reactions to trau-
mas are expressed “is different from one per-
son to another. PTSD is probably the most
frequent outcome of exposure to a traumatic
event, but it is not the only one.”

Treatment of PTSD

Psychosocial Therapy

Exposure Therapy. “With PTSD, we are for-
tunate that we have more than one psy-
chosocial treatment option,” said Dr. Foa.
“One could make the argument that the
leader now is exposure therapy, which is not
one therapy but a set of treatment programs.
Common to all of them is the idea that you
help patients confront their fear-evoking
memories, situations, and objects, and by re-
peated confrontation you not only habituate
the fear, but you also change cognitions that
are associated with PTSD,” she explained.
The exposure therapy program that Dr. Foa
developed involves nine to 12 sessions, held
twice weekly for five weeks or once weekly
for two to three months. Numerous studies
have confirmed the efficacy of exposure ther-
apy in PTSD." In her own research, Dr. Foa
reported that 85% of patients who under-
went exposure therapy for PTSD showed a
reduction in symptoms of more than 50%
and maintained the improvement at follow-
up."'* About 20% of these patients were also

taking medication for PTSD, but this was
controlled for by not allowing initiation of
new medication within three months prior to
or during the study. All patients had PTSD
symptoms at enrollment.

In classical exposure therapy, Dr. Keane
explained, “what you’re trying to do is to ask
the person to construct the narrative of the
traumatic memory. You ask about the details
of the event or events in sequence. You have
the person tell the story in as great derail as
possible—the events, the sights, the sounds,
the feels, the smells, and the person’s
thoughts and feelings.” Then, continued Dr.
Keane, “the story is repeated as many times
as possible, first in the security of the therapy
room and then as many times as possible
outside the therapy room, so the person gets
as much practice as possible in managing and
mastering the images and thoughts and feel-
ings associated with the traumatic event.”

Dr. Foa also recommends audiotaping
the story and having the patient listen to it as
part of assigned homework."™ “There are
variations that we borrow from one program
to another, but we know some things about
what works in exposure therapy.” For exam-
ple, she offered, “We know that people who
do not get engaged emotionally with the
traumatic memory are not doing as well.
How much emotional engagement you need
to have is not clear, but you need to have
some.”*?* Conversely, she added, “We also
make sure that patients do not get over-
whelmed because we believe that when they
get overwhelmed, they are not processing
well and not learning that they are in control
of the situation.”

“This is so fundamental to the success of
the treatment,” agreed Dr. Keane. “The clin-
ical judgment of an experienced therapist is
really what titrates this emotional reaction.
It’s a difficult thing to teach people—whar is
too much and what is enough.”
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Dr. Marshall also finds exposure therapy
difficult to teach to practitioners, but for a
different reason. “Many times I get a nega-
tive reaction from clinicians because they say,
‘Aren’t you just retraumatizing patients by
making them go back over the trauma?’ It’s
crucial to appreciate that before you get to
that point in the therapy, this treatment ap-
proach includes several sessions involving
careful assessment, education, and provision
of a rational model to the patient for why
this would be helpful. What you’re really try-
ing to do is win the patient over to the idea
that dealing with this trauma would be much
more helpful than continuing to avoid it.”
He added that “the point is not reimmersion
in the trauma for its own sake, but entirely
for the goal of mastering the memory.” Dr.
Marshall noted that he sometimes explains
to patients they will go over the trauma until
it is no longer frightening and may even be-
come boring. He says to them, “It’s never
going to be pleasant, but we don’t want it to
continue to be in your mind every day.”

“We spend quite a bit of time on the ra-
tionale,” agreed Dr. Foa. “If you give patients
the rationale, you demonstrate to them how
exposure is going to reduce the symptoms
which is, after all, the goal of treatment.” She
tells patients that although being retrauma-
tized is dangerous, memories of the traumatic
event are not dangerous. By repeated reliving
of the traumatic memories, the patients learn
that remembering is not dangerous. After-
ward, “they still would remember the trauma
with sadness, but not necessarily with disrup-
tive anxiety,” she explained.

Other Forms of Psychotherapy. Dr. Foa ex-
plained that stress inoculation training and
cognitive therapy are also effective treat-
ments for PTSD,** if somewhat less effective
than exposure therapy.? “Stress inoculation
1s a set of programs that teaches patients to
manage their anxiety and stress better than
they do. It includes relaxation training,

MEDICAL CROSSFIRE « APRIL 2001 + VOL 3

breathing training, positive thoughts, and
sometimes thought stopping techniques to
help them control their intrusive thoughts. It
usually also includes cognitive restructuring
of some sort,” she said. A few studies have
also confirmed the efficacy of stress inocula-
tion training in PTSD."#%

Cognitive processing therapy, a specific
program for rape victims that includes edu-
cation, exposure via writing the traumatic
event, and cognitive restructuring, is effective
in reducing PTSD by helping patients deal
with issues of trust, self-esteem, power, and
safety, according to Dr. Foa.™

One of the most recent additions to the
psychotherapeutic armamentarium for PTSD
is eye movement desensitization and repro-
cessing (EMDR). This technique involves elic-
iting specific trauma memories and having the
person think about those memories while fol-
lowing the side-to-side path of the therapist’s
fingers to produce bilateral visual stimulation.
It attempts to develop alternative cognitive
coping strategies, but “why this might change
or alter the images or the thoughts about the
traumatic event is completely up in the air,”
said Dr. Foa. “Several studies have examined
the efficacy of EMDR and showed that it
works,” she said. “This approach to treating
psychological trauma has really captured the
imagination of practitioners internationally,”
she added. “The problem is that the studies
were done in a rush. To do well-controlled
studies, it takes about five years to collect
the data to meet the requirements of good
methodology.” In one study, EMDR was ad-

“What you're really trying to do is win
the patient over to the idea that dealing

with this trauma would be much more

helpful than continuing to avoid it.”

—Dr. Marshall
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ministered in four weekly sessions, after which
patients were followed for three months.
Patients treated with EMDR showed im-
proved symptoms of PTSD and depression
compared with untreated controls.*
“Notwithstanding the methodological flaws
of this and other studies, I think the therapy
works,” she concluded.

Dr. Keane commented that the EMDR
approach is “a very interesting behavioral
treatment strategy.” He explained that
EMDR is behavioral “because you are work-
ing directly on the traumatic memories or the
traumatic symptoms. This is really at the
heart of how behavior therapy developed 40
years ago, by direct treatment of symptoms.”
He further explained, “The idea is to arrive
at an alternative way of viewing or experi-
encing the memories or the traumatic event
and having that alternative carry forward
outside the consulting room. To me, that is a
very powerful strategy, but it is also some-
thing that many people have talked about in
the past.” Furthermore, in a review of
EMDR, researchers from the National Crime
Victims Research and Treatment Center re-
ported that “there is no convincing evidence
that eye movements significantly contribute
to treatment outcome.”?

“Some people would say that what
works in EMDR is not new, and what’s new
doesn’t work,” acknowledged Dr. Foa. Fur-
thermore, in one of the few comparative
trials of EMDR, it was found to be less effec-
tive than a variant of cognitive-behavioral
therapy called Trauma Treatment Protocol.

Pharmacological Therapy

Dr. Marshall pointed out that “it is worth-
while for practitioners to take note of the his-
tory of pharmacological research in PTSD.”
Initially, it was assumed that because PTSD is
caused by an environmental stressor, a psy-
chological approach would be the only effec-

tive form of therapy. In the past decade espe-
cially, however, interest developed in the bio-
logical dysregulation involved in PTSD, ac-
cording to Dr. Marshall. “There is a
significant amount of animal research?
pointing to very specific brain structures in-
volved in mediating alarm, anxiety, and fear
reaction responses to a threat in the environ-
ment. These strong biological reactions acti-
vate various noradrenergic systems, which
appear to be modulated by serotonergic in-
puts among other pathways,” he noted.
Thus, Dr. Marshall added, “There is theoret-
ical and now empirical evidence of a strong
biological component to PTSD.” He also
cted a large twin study showing a genetic
contribution of 20% to 30% for susceptibil-
ity to PTSD.*

Evidence of a biological component of
PTSD provides a rationale for investigation
of pharmacological therapy in this popula-
tion. “Although data from large multicenter
trials are still unpublished, the findings are
that selective serotonin reuptake inhibitors
[SSRIs] can be of moderate efficacy for
chronic PTSD, even of many years’ dura-
tion,” noted Dr. Marshall.? In his own re-
search in patients who have had PTSD for an
average of nine years, approximately 10% to
30% of civilians were symptom-free follow-
ing treatment, “which suggests that SSRIs
can be quite helpful, but may not fully elimi-
nate symptoms,” he said. If primary-care
physicians do decide to try a course of SSRIs
for treatment of PTSD, he encouraged care-
ful monitoring and referral of patients who
continue to have symptoms.

Earlier trials have also shown benefit
with monoamine oxidase inhibitors (MAOQIs)
and tricyclic antidepressants (TCAs),** ac-
cording to Dr. Marshall. MAOIs are difficult
to use in primary care, he acknowledged, and
more data are needed to support the use of
TCAs. “Benzodiazepines are not recom-
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mended for PTSD for several reasons,” con-
tinued Dr. Marshall. “There are no trials
showing efficacy,” and there is a very alarm-
ing study showing that they may prevent the
natural processing of a traumatic event.®
They may lower anxiety levels or reduce au-
tonomic arousal, but this disorder is more
complicated than just generalized anxiety,”
he elaborated.

“Many patients will have severe prob-
lems with sleep as part of their presenting
symptoms. What specific suggestions do you
have for primary-care physicians about man-
aging that?” asked Dr. Doyle.

“Some unpublished SSRI studies have
shown that hyperarousal, including insom-
nia, can be alleviated,” replied Dr. Marshall.
On the other hand, SSRIs can sometimes be
very activating, he acknowledged. In the ab-
sence of empirical research on the issue, he
recommended newer hypnotic agents such as
zaleplon or zolpidem, because they do not
have the same potential to produce depen-
dency that occurs with benzodiazepines.

Dr. Doyle did not agree with this recom-
mendation. “I’m suspicious about the new
‘nonbenzodiazepine’ hypnotics, especially
as they get used for longer periods of time,”
he said.

Dr. Marshall emphasized the need for
caution given that PTSD patients are at high
risk for dependence. In one of Dr. Keane’s
studies, 60% to 80% of PTSD patients had
concurrent diagnoses of substance abuse, al-
cohol abuse, or dependence.' “PTSD pa-
tients are in such distress, they self-medicate.
That is why you might cause the patient new
problems if you rush right in with a benzodi-
azepine.” On the other hand, Dr. Marshall
observed, “psychiatrists routinely use long-
acting benzodiazepines like clonazepam for
patients with severe panic, which is a com-
mon comorbidity. If there is a true clinical in-
dication, we do not hesitate to use them.”

MEDICAL CROSSFIRE » APRIL 2001 » VOL 3
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“We run into trouble
with how much

time we can allocate
at the primary-care
setting to making

fine gradations in
diagnosing psychiatric
disorders.”

—Dr. Keane
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PTSD in the Primary-Care Practice

“My concern about what’s happening in the
delivery of health care in America is that we
are expecting primary-care providers to be
specialists in everything and to do just about
everything,” lamented Dr. Keane. He said
that in his own discussions with primary-care
physicians he has noted an increasing level of
frustration with all of the different perfor-
mance monitors they are expected to com-
plete in decreasing amounts of time with pa-
tients. In particular, he said, “We run into
trouble with how much time we can allocate
at the primary-care setting to making fine
gradations in diagnosing psychiatric disor-
ders.” For example, he said, “The recognition
that someone is depressed usually comes
when someone says, ‘I’'m depressed.” That’s
an easy one, but there are many fine grada-
tions of depression that require asking very
specific questions. It’s clear that depression is
being evaluated and treated in primary-care
settings, probably more so than in psychiatric
settings, but there are questions remaining as
to what the outcomes are of doing it that way.
At least according to the data I've been see-
ing, primary-care providers are struggling to
treat depression effectively.” Dr. Keane added
that PTSD is even more complicated than de-
pression, “in part because we do not have a
single medication or even a set of medications
that appears to be effective across the board
for people with PTSD, unlike depression,
panic, or obsessive-compulsive disorder.”
Ultimately, Dr. Keane advised primary-
care physicians to identify patients who have
experienced traumatic events and to deter-
mine whether such patients are having severe
reactions to these events. He then recom-
mended “creating an alliance with a mental
health professional who is very familiar with
PTSD to assist in managing such patients.”
Even this much can be problematic for
primary-care physicians, who “are not usu-
ally in a position to even ask about a
trauma,” acknowledged Dr. Foa. “So really,

the question is, How can we identify PTSD?
People don’t come to the physician and say,
‘Look, I was traumatized five years ago, and
Istill have flashbacks and nightmares.” ” As a
result, PTSD is underdiagnosed in the pri-
mary-care setting. “Neither the patients nor
the physicians have been educated about
PTSD,” she lamented. She recommended that
primary-care physicians add a question to
their new-patient intake forms asking
whether or not patients have ever experienced
a trauma, and, if so, if they have any of the
five or six major symptoms of PTSD. The fol-
low-up inquiry, she said, is justified given the
high incidence of traumatic events and PTSD.
If the patient answers “yes” to these ques-
tions on the initial screen, the physician
would refer to a full checklist of symptoms,
such as the one provided in Table 1, to make
the diagnosis.

“We've been thinking about studying
this in the community, this idea of having a
brief screen that asks about trauma and
symptoms and then tries to provide a model
to the physician for what to do,” acknowl-
edged Dr. Marshall. “Often these kinds of ef-
forts still fail because physicians haven’t been
given the appropriate education and training
as to what to do when they find someonc
with PTSD symptoms.” Thus, he said, PTSD
needs to “enter into the medical education
system at the level of medical school training
and residency.” In the meantime, he said, “I
think it would be a great idea to have a
screen that would ask about 13 common
traumas, like the National Comorbidity
Study did,* and then ask screening questions,
such as the type Naomi Breslau and others
have developed recently.” These could be fol-
lowed by some kind of exploration of the
PTSD symptoms and then education about
the disorder and treatment options.”

Dr. Foa pointed out that to save physi-
cians time, screening interviews can be per-
formed by nurse practitioners or other desig-
nated personnel.

MEDICAL CROSSFIRE + APRIL 2001 = VOL 3 « NO 4



“Here in Boston we try to use computers
with touch screens to evaluate these kinds of
experiences,” offered Dr. Keane. Irrespective
of what strategy physicians select to identify
patients with PTSD, Dr. Keane declared that,
once diagnosed, these patients should be re-
ferred to mental health providers or specialty
clinics. Specialty care, he argued, is required
for managing PTSD because it takes consider-
able time, energy, and emotional investment
to listen repeatedly to the stories of violence.
Furthermore, he pointed out, “Arriving at col-
laborative arrangements with mental health
service providers to work directly on PTSD
and related traumatic conditions will do much
to alleviate the patient burden for primary-
care providers. We’ve seen in multiple studies
across multiple patient populations that high
users of primary-care services and medical ser-
vices in general are people who have trauma
histories and people who have PTSD.”'+

Dr. Marshall agreed with the need for
specialty care. “This is difficult work even
for highly trained mental health practition-
ers. It’s extremely emotional for both the
clinician and the patient, and you need a lot
of practice at dealing with the whole sets of
reactions that the patient and clinician
have,” he said. “I don’t think we should
throw primary-care providers out into the
field to do these trauma assessments with no
preparation, although I have met primary-
care providers who are very interested in this
kind of work and who have set up their
practices so that they can do more in-depth
inquiries very successfully.”

“We would expect primary-care doctors
to diagnose PTSD, give patients some educa-
tional information—which itself could be
therapeutic, knowing about the disorder and
its natural course—and then some preliminary
recommendations about referral,” summa-
rized Dr. Doyle. (See Table 2.) Unfortunately,
he noted, not all primary-care physicians have
access to mental health specialists. In such
cases, primary-care physicians may be forced

MEDICAL CROSSFIRE « APRIL 2007 o VOL 3
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TABLE 2. Addressing and Treating
PTSD in the Primary-Care Setting

* Identify PTSD in a patient who is
anxious, depressed, or upset by
asking specifically about trauma.

* Educate the patient about PTSD—
this alone will significantly relieve
the patient’s distress.

Once PTSD is identified, prescribe
appropriate medication and direct
the patient to a mental health profes-
sional with expertise in dealing with
the clinical problems of PTSD.
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to rely on medication and developing their
own skills in psychotherapy.

In preparing guidelines for primary-care
physicians regarding PTSD, the International
Consensus Group on Depression and Anxiety
also emphasized the importance of educating
patients who have recently experienced
trauma: “Primary-care physicians have an
immediate educative role in explaining to vic-
tims that they will likely experience anxiety,
depression, irritability, nightmares, and even
flashbacks as part of the normal reaction to
the stress of trauma. They should encourage
patients to talk about the traumatic experi-
ence with their family or friends, stressing the
importance of sharing their feelings with the
people they trust. Physicians should also
recognize that some victims will prefer to
distance themselves from their experience
and will not want to talk about it,” wrote
the International Consensus Group. Sub-
sequently, according to the guidelines,
“Education should continue with advice
about short-term health behavior and avoid-
ance of excessive use of alcohol, nicotine, or
other drugs.” The guidelines then call on pri-
mary-care physicians to provide initial psy-
chosocial support and to evaluate the need
for referral for specialty care.¢

Final Thoughts

“PTSD is a disorder that is commonly under-
diagnosed and undertreated in primary-care
settings,” emphasized Dr. Doyle. “There is
clearly a role for the primary-care doctor in

identifying and educating PTSD patients.
Much can be done to direct them to treat-
ments that have been proved effective.”

Dr. Marshall agreed, suggesting that
“from the primary-care perspective, the great-
est service you could do your patients is to
identify a potential posttraumatic stress reac-
tion. The simplest way to do that would be to
inquire specifically about typical traumas that
lead to PTSD, and there are a number of
questionnaires available that allow you to do
that.” He also prompted primary-care physi-
cians to seek additional training or help in
talking to patients about these traumas and
providing hope that there are effective treat-
ments available. With regard to management,
he recommended, “Either begin with a med-
ication if there are no other referral sources
available or, preferably, refer the patient to a
specialist who can do the much more time-
consuming work that is necessary.”

“We have medication that seems helpful,
and we know what types of psychotherapies
are helpful to PTSD,” emphasized Dr. Foa.
“The challenge is to educate physicians, men-
tal health professionals, the public, and the
potential patient who has PTSD. We need to
launch educational programs like we did for
panic disorder.”

Dr. Keane stressed “how important it is
for people to appreciate the prevalence of vio-
lence in our societies today and to understand
that much of this violence goes on in people’s
homes. Asking questions about it,” he con-
cluded, “can yield a change in the trajectory of
the life of an individual so questioned.” m

Guidelines and position statements on the diagnosis and management of posttraumatic
stress disorder are provided for those physicians interested in more information about
the issues debated in this month’s Medical Crossfire. Please see page 67.
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